





















































































































































illiteracy are challenges encountered while completing the questionnaire correctly, and

successfully (Myer et al., 2008).
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CHAPTER FOUR

RESULTS

4.1. Respondent selection

Respondents for this study were recruited from the Clinic in Khayelitsha, Cape Town.
Following informed consent from potential respondents, a self-administered questionnaire
designed to answer the questions raised in this current study was used to collect data, pertinent
to the project. The first section captured the respondents’ demographic data, relevant HIV
related variable, with three questions included, to verify that the respondents met the inclusion
criteria of this current study, namely, (1) no history of psychiatric illness, (2) no history of
chronic physical disease (including thyroid disorder), and (3) no experience of bereavement in
the past three months. Three-hundred-and-seventy-two (372) respondents were screened for
inclusion in this current study, and of these, 262 were selected for the analytical phase. One-
hundred-and-ten (110) respondents were excluded, as they responded positively to one of the
three study exclusion criteria, or a combination thereof. A breakdown of the selection process

is illustrated in Figure 4.1.

EXCLUDE

6 RESPONDENTS

PAST HISTORY OF CLINICAL
DEPRESSION & BEREAVEMENT

. EXCLUDE
EXCLUDE
7 RESPONDENTS 1 RESPONDENT

BEREAVEMENT

. EXCLUDE
EXCLUDE
28 RESPONDENTS 7 RESPONDENTS

Figure 4.1: Respondents’ selection process

One hundred and ten respondents were excluded to yield a final cohort of 262 respondents.
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4.2. Demographic characteristics of study respondents

To ensure that demographic factors did not influence the main outcomes of the study,
descriptive statistical analysis was performed, using data collected for gender, age, and level
of education, to understand underlying trends, patterns, and distribution. Race was not

considered for this part of the analysis, as all respondents were identified as Black African.

4.2.1. Gender and age

The study consisted predominantly of female respondents (78.5%, n=206), of whom,
three-quarter (59%, n=154) were in the 25-44 years age category (Figure 4.2.), reflective
of the age-categorized prevalence nationwide. The men enrolled in the study were mostly
older than their female counterparts, which translated into a disparity in HIV prevalence
by sex, being more pronounced among young adults. The age category comprising the
most female respondents was the 25-34 years (32.8%, n=86), while for their male
counterparts the age category was the 35-44 years (9.2%, n=24). Only two respondents
(0.8%, n=2) were 65 years or older.
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Figure 4.2: Gender and age distribution across study cohort

4.2.2. Education level across gender and age

The majority of the respondents (95.6 %, n=250) attained an educational level of at least

Grade 9, as illustrated in Figure 4.3. The Fisher’s exact test confirmed that educational

37



level was consistently similar across gender and age, with no statistically significant

differences (p=0.98 for gender, and p=0.91 for age).
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Figure 4.3: Distribution of education level attained across gender and age categories.

4.3. Duration of HIV infection and treatment

Biologically, both the length of HIV infection and duration of ART could potentially influence
the cognitive capacity and general mental health of an HIV-infected individual (Velloza et al,
2017). Additionally, there are known differences for both variables across gender and age in
many settings. Therefore, exploratory analysis was performed to investigate whether any
discernible trends existed in this current study.

4 .3.1. Duration of HIV infection

The overall median duration of infection across the cohort was 5.5 years. While a trend
towards a higher median duration of infection (5.5 years) was observed in women (Figure
4.4), compared to their male counterparts (3.5 years), this, however, was not statistically
significant at a 0.95 level of confidence (p=0.06). The cumulative duration of HIV
infection in each group of individuals was depicted by box-and-whisker plots indicating
the median (middle line), 25" (bottom line) and 75™ percentiles (top line), and the range
(whiskers) of the duration of the infection. Mann-Whitney U tests were applied to

compare the duration in males and females.
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Figure 4.4: Duration of HIV infection in enrolled respondents

4 .3.2. Duration of antiretroviral treatment

The overall median duration of treatment across the cohort was 3.5 years (Figure 4.5).

There was no difference in duration of ART usage across gender (3.5 years).
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Figure 4.5: Duration of ART in enrolled respondents

The cumulative duration of ART in each group of individuals is depicted by box-and-
whisker plots, indicating the median (middle line), 25" (bottom line) and 75" percentiles
(top line), and the range (whiskers) of the duration of treatment. Mann-Whitney U tests

were applied to compare duration in males and females.
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4 .3.3. Association between duration of HIV infection and treatment

Matching duration of HIV infection and period of ART usage were correlated, using
Spearman rank test. A significantly strong positive association (rho=0.61, p<0.0001;
Figure 4.6) between duration of HIV infection and duration of ART could be indicative

of respondents enrolled in this study, having initiated ART at a similar time in their HIV

infection.
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Figure 4.6: Association between length of HIV seropositivity and ART duration

Spearman rank correlation coefficient was applied to calculate the degree of association
between the two variables. The steepness of the red dotted line (Figure 4.6) is indicative

of a strong association, and the direction of the line infers a positive association.

4.4. ART club membership

The independent variable of interest in this current study was ART club membership. An
almost similar proportion of respondents reported to be part of an ART club (52%), to those
who did not (48%). Fisher’s exact test confirmed that there were significantly more female
respondents than males involved in ART clubs in this cohort (difference of 36% overall,
p=0.016; Figure 4.7).
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Figure 4.7: Breakdown of ART club membership across gender

The percentages for each group were calculated as a proportion of the total cohort. When

stratified across gender, 56% of all women were involved in ACs, compared to 36% of all men.

4.5. Clinical depression

Clinical depression status represents the main outcome of interest in this current research
project. The Beck Depression Inventory scoring was used to classify the psychological status
of the enrolled respondents. This scoring system is outlined in Table 4.1 below, as well as the
interpretation of the combined score for respondents. The score generated is the sum of the
responses to the 21 questions, included to evaluate their clinical depression status. They had a
choice of four responses for each question, translated to, and denoted by a quantitative value

between, zero (0) and three (3), to allow for easier interpretation and data analysis.

Table 4.1: Beck Depression Inventory Index

Clinical interpretation

0-10 These ups and downs are considered normal
11-16 Mild mood disturbances

17-20 Borderline clinical depression

21-30 Moderate Depression

31-40 Severe Depression

40< Extreme Depression
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4.5.1. Impact of gender on Beck Depression Scoring

The model category was 0-10, indicative that a significant majority, 69.5% (n=182) of
the total enrolled respondents were classified as healthy, in terms of clinical depression
status (Figure 4.8). The Beck depression scores were consistent across gender.

BMale ®Female All

80

0-10 11-16 17-20 21-30 31-40 >40

Beck Depression Score

Figure 4.8: Impact of gender on Beck Depression Score

4.5.2. Impact of age on Beck Depression Scoring

The heat map (Figure 4.9) revealed that most of the respondents scored a healthy index
across the Beck scale (0-10). Depression seemed to be more severe in the 35-44 age
category. For the few respondents, aged 65 and above, all manifested a healthy score;
however, the low number of respondents falling in the 55+ age group, implied that the
interpretation of depression in this category, remains elusive in this current study. The

heat map provides an indication of the disorder across age groups. The scale goes from
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blue (lowest prevalence) to yellow (highest prevalence), with intermediate prevalence

taking different shades of green.

Age Category
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Figure 4.9: Impact of age on Beck Depression Score

4.5.3. Impact of ART club membership on Beck Depression Scoring

No significant differences in Beck Depression score were observed, when classifying
respondents according to ART club membership. Regarding their depression status,
Fisher’s exact test confirmed the absence of any statistical difference between

individual’s adherent to a club, and those not belonging to one.
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Figure 4.10: Impact of ART club membership on Beck Depression Score
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4.5.4. Association between duration of HIV infection on Beck Depression Index

No trend existed between the duration of HIV infection, and the psychological status of
respondents. This was highlighted by a very low coefficient correlation of -0.02 (Figure
4.11)).
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Figure 4.11: Association between length of HIV seropositivity and Beck Depression
score.

Spearman rank correlation coefficient was applied to quantify the degree of association

between the two variables. A flat line denotes the absence of any association.

4.5.5. Association between duration of ART duration on Beck Depression Index

No trend existed between the duration of HIV treatment, and the psychological status of
respondents. This was highlighted by a very low coefficient correlation of 0. (Figure
4.12)).
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Figure 4.12: Association between length of HIV treatment and Beck Depression score

The Spearman rank correlation coefficient was applied to quantify the degree of

association between the two variables. A flat line denotes the absence of any association.

4.6. Prevalence of depression in HIV-positive individuals, who attend ART
Adherence Clubs, and those who do not.

mYes mNo

0-10 11-16 17-20 21-30 31-40 >40
Beck Depression Score

Figure 4.13: Impact of ART club membership on Beck Depression Score
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Epidemiologically, researchers randomly select the sample from the entire population they
want to describe. Thereafter, a representative sample prevalence is computed in the following
manner: the number of individuals in the sample with the same characteristics of interest is
divided by the total number of people in the sample (Martinez-Mesa, Gonzalez-Chica, Duquia,
Bonamigo, & Bastos, 2016). The percentage of clinical depression on each level of Beck
Depression inventory score is illustrated in Figure 4.13. The Black blocks represent the
percentage of people who are in ART Adherence clubs (Yes), and grey blocks represent the
percentage of individuals who are not in clubs (No). According to the Beck Depression
Inventory, a 17-20 score signifies borderline clinical depression, and the individuals in ART
Adherence Clubs accounted for 5.2% of the total in the sub-group (n=6), while those
individuals who were not in ART Adherence Clubs comprised 9.6% of the total (n=12). A
Beck Depression Inventory score of 21-30 signifies moderate depression and individuals, who
were in ART Adherence Clubs, accounted for 6.7% of the total (n=9), compared to 4% (n=5)
who were not in ART Adherence Clubs. Additionally, a Beck Depression Inventory score of
31-40 indicates severe depression, with individuals in ART Adherence Clubs comprising 2.2%
of the total (n=3), compared to 4.8% (n=6) of individuals who were not in ART Adherence
Clubs. Ultimately, the Beck Depression Inventory score of >40 translates to extreme
depression, with individuals in ART Adherence Clubs making up 2.2% of the total (n=3),
compared to 2.4% (n=3) of those who were not in ART Adherence Clubs.

In summary, the prevalence of depression in individuals involved in ART Adherence Clubs
was 8.4% of the total sample, while individuals, who were not in ART adherence clubs,
comprised 10% of the total sample. Therefore, 18.4% of the total sample were suffering from
some form of depression, while the rest, 81.6%, were not be suffering from any form of

depression. The next chapter focusses on the discussion of results.
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CHAPTER FIVE

DISCUSSION

5.1. Introduction

In this chapter, the researcher discusses the findings, based on the research methodology
followed to achieve the main aim, and satisfy the three objectives for this current study. The
aim of the study was to determine the prevalence of depression among HIV positive clients,
receiving ART at the clinic in Khayelitsha, Cape Town. The purpose was to improve the
understanding of the impact of depression among the HIV positive individuals, receiving ART,
as well as possible ways of addressing this challenge in these clients.

Of the 372 individuals screened for this current study, a final subset of 262 were included for
the analytical phase. One-hundred-and-telun (110) respondents were not included due to the
established exclusion criteria, and/or a combination of factors. These included incomplete
questionnaires, or any of the exclusion criteria, which formed part of the history of clinical

depression, as well as bereavement, current physical ailments, and past psychiatric history.

The gender and age of the study respondents were illustrated in Figure 4.2. The study
predominantly included female respondents (78.5%, n=206), of whom three-quarter (59%,
n=154) were in the 25-44 years age category (Figure 4.2), reflective of the age-categorized
prevalence nationwide. The men who participated in this current study were generally older
than their female counterparts, which translated into a disparity in HIV prevalence by sex,
being more pronounced among young adults. The age category comprising the most female
respondents was the 25-34 years (32.8%, n=86), while for their male counterparts, it was the

35-44 years category (9.2%, n=24). Only two respondents (0.8%, n=2) were 65 years or older.

Females were more dominant, as the clinic had approximately 48 ART Adherence Clubs, of
which 45 were for females only, while the males conducted three clubs. The female ART
Adherence Clubs had a limited number of 30 per club; however, the males had no limited

number.
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The majority (95.6 %) of respondents in the current study attained an educational level of at
least Grade 9. Therefore, the educational level was consistently similar across gender and age,
with no statistical differences (p=0.98 for gender, and p=0.91 for age). Similarly, a research
study with subjects self-identifying as African/Black individuals, across several regions in
South Africa, for the Spatial Structure of depression study, the majority of respondents (93.3%)
had completed, at least, a high school equivalent level of education (Cuadros, Tomita,
Vandormael, Slotow, Burns, & Tanser, 2019). Additionally, literature suggests that, people
with higher level of education, are less likely to report episodes of depression (Peyrot, Lee, &
Penninx, 2015). Women are more likely to suffer from depression than their male counterparts
are, and interestingly, women in Southern Africa, as well as Africa, experience more restricted
access to education, attaining a lower level at exit, and facing significantly more hurdles to
achieve a desired qualification (Normandeau, 2018). It is an established fact that lower
educational attainment is linked to increased risk of developing depression (Peyrot, Lee, &

Penninx, 2015). Very few respondents had any form of tertiary education in this current study.

The association between the duration of HIV infection and treatment duration was a strong and
positive one, indicative that the respondents in this current study had initiated ART at a
corresponding point in time, as their HIV infection. This observation, relevant to this current
study, was made because most of the respondents were aware of their HIV seropositivity well
before the change in treatment guidelines, and had to go through comparable channels, as well
as await a similar time to initiate treatment for HIVV. The WHO initiative policies to curb the
HIV pandemic, which included the ART rollout to meet the 90-90-90 target, and the Universal
Test and Treat policy implemented in 2016, initiated a drastic decline in the waiting time for
initiation of treatment, once HIV seropositivity had been confirmed (UNAIDS, 2017c).

Few studies have reported that a significantly high prevalence of depression among people
living with HIV/AIDS (PLWHA) exists, compared to their HIV negative counterparts
(Algoodkar, Kidangazhiathmana, Rejani, & Shaji, 2017). Recently, more emphasis had been
place on the prevalence of depression on individuals, who were HIV positive and on ART.
These individuals are believed to be more vulnerable to psychological and/or psychiatric
morbidities (Algoodkar et al., 2017), which could occur at rates of two to four times higher in
HIV positive individuals (Duko, Geja, Zewude, & Mekonen, 2018a). Evidence revealed that,
stress related psychiatric disorders very often remain undetected and untreated in HIV health

care setting (Petersen & Lund, 2011). Based on this evidence, an approximately 10% to 40%
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range on the prevalence of depression was reported in a study, conducted in India, with HIV

seropositive individuals (Algoodkar et al., 2017).

5.2. Depression in HIV infected individuals on therapy

An experienced psychiatric nurse and trained research assistants carried out the research in an
identified and selected clinic in Makhaza, Khayelitsha, Cape Town. The respondents of this
current study had been HIV seropositive for varying durations; most had initiated ART at
similar points in time after their infection, and had differing lengths of adherence with some
form of ART AC. In this current study, the prevalence of depression in HIV positive
individuals, who are on ART and receiving treatment at the Clinic in Makaza Khayelitsha,
Cape Town, was revealed as clinically significant depressive symptoms of 30.1%. These results
concur with the results of similar studies conducted in Brazil and India, 30% and 32%
respectively, using a similar instrument, the Beck Depression Inventory (Wang & Gorenstein,
2013; Ferrari et al., 2013). Although the cutoff Beck Depression score was >10 for this current
study, compared to the Brazil and Indian Cutoff Beck Depression Inventory scores of >12,

there was not much discrepancy (Algoodkar et al., 2017).

In a study, conducted in a South African context, on anxiety, as well as depression, the results
were 30.6% and 25.4%, respectively (Pappin et al., 2014). Similar studies were conducted,
nationally and internationally, with a similar type of study population; however, evaluated by
different instruments, yet revealing similar prevalence to what was reported in this current
study. Studies conducted in Ghana, Nigeria, United States of America (USA), Canada and
Western Europe reported similar ranges (30%-36%), while other investigations from China
and Cameroon reported a higher prevalence range (45%-63%) (Campos, Guimaraes, &
Remien, 2011; L’akoa, Noubiap, Fang, Ntone, & Kuaban, 2013; Eshetu et al., 2014; Tesfaw et
al., 2016; Duko, Toma, Asnake, & Abraham, 2018b). The model age group, regarding
clinically depressive symptoms, was the 35-44 years age category. The respondents of the 55+
years’ age category represented a subset with no statistical difference, to allow any rigorous

inferences made, regarding end-points of interest.

The female gender, particularly, appeared to be more associated with depression (10.4%)
compared to their counterparts. Similar results were reported in India, where being of the

female gender, was identified as a known risk factor for depression, as well as in the general
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population, regardless of the HIV-positive status (Bhatia & Munjal, 2014). It is evident that in
an individual’s culture, gender and dominance of somatic symptoms could hinder the detection

of depression, especially when using a self-reported screening tool (Slaven & Cameron, 2017).

5.3. Impact of ART Club membership on depression

According to the ART Adherence Club guidelines, in order for patients to be enrolled in ART
ACs, they should be older than eighteen years of age, with a viral load that is undetectable. In
addition, they should have been on the same ART regimen for, at least, six months, with no
current tuberculosis and clinic referrals, and should have signed an agreement to join the ART
AC system (RSA, DoH, 2016). In this current study, regarding their depression status, Fisher’s
exact test confirmed no statistical difference between the respondents, who were enrolled in a
club, and those who were not. A figure of 16.3% was attributed to respondents who were
enrolled in ART Adherence Clubs, compared to 20.8% for those who were not. However, these
results highlight some purposes of ART Adherence Club membership, to both the health care
facility, as well as directly to the individuals who are enrolled in ART ACs. It allows the facility
increased capacity to manage unstable patients on ART, effectively, as well as limit the
opportunities of loss, to follow-up individuals. In addition, the patients enrolled in ART ACs
feel more centred towards their disease progress, or in control, being able to discuss the
uncertainties and challenges of their treatment with their peers, which results in increased
compliance to ART (Flamig et al., 2019).

Some studies reveal that the diagnosis of HIV-positivity is one of the factors that could lead to
depression, compounded by the enrolment in ART, which is also perceived to be a factor that
could double the chances of developing clinically depressive symptoms, especially by virtue
of ART regimen side effects (Algoodkar et al., 2017). Regarding the respondents, who were
not enrolled in ART ACs, it could be that they did not comply (defaulted) to treatment for at
least six consecutive months, had leaped between ART regimens, or had just started ART, and
did not qualify to be enrolled in ART ACs. Therefore, since ART side effects could cause
clinically depressive symptoms, especially if an individual is unstable on treatment, this group
appears to have a 3.7% greater chance of developing clinically depressive symptoms, compared
to their counterparts. These respondents collect their ART parcels from the clinic on monthly
basis, and must wait in long queues every time they visit the clinic, which could be more

stressful for them.
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These respondents are unlike those who are enrolled in ART ACs, and merely visit the clinic
every third month to collect their ART parcels. Their visits only last an hour or less, as their
packages are pre-packed before their arrival. As soon as they visit the clinic, they receive
counselling, and are checked for any challenges they might have experienced. If nothing
detrimental to their wellbeing is reported, they leave the clinic immediately after receiving their
ART parcel (Hanrahan et al., 2019). This benefit eliminates stress for the patient, as well as the

clinic staff.
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CHAPTER SIX

CONCLUSION

Currently, there are approximately 36.7 million people living with HIV infection (Avert Global
information and education on HIV and AIDS, 2018). Depression is currently described as the
fourth leading cause of disability worldwide and anticipated to become the second leading
cause of disability by 2020, with a lifetime prevalence estimated to be about 3 to 17%
(Gebrezgiabher et al., 2019). The inconsistency of this current study’s results, compared to
other study findings, as discussed above, may be the influence of several factors, including the
study population, the study periods, the difference on depression diagnostic instrument, as well
as the size of the study sample. In spite of the ART effectiveness in maintaining patients’

aviremic, a high prevalence rate of depression was still identified.

In this current study, there was no significant difference between the duration of HIV infection
on respondents, and their response to depressive symptoms. Consequently, this finding
challenges the Universal Test and Treat (UTT) policy, implemented in 2016, which states that,
regardless of the CD4 cell count, immediately after an HIV-positive test result, the individual
should commence treatment after few investigational lab tests (RSA, DoH, 2016).
Additionally, the overall median duration of infection across the study was 5.5 years. A trend
towards a higher median duration of infection (5.5 years) was observed in women, compared
to their male counterparts (3.5 years); however, this was not statistically significant (p=0.06).
In addition, the overall median duration of treatment across the cohort was 3.5 years, and there
was no difference in the duration of ART usage across gender (3.5 years). In summary, a few
studies recommend that HIV-positive patients, who are on ART, need to be screened for
clinical depressive symptoms, each time they visit the clinic for their treatment (Schumacher
et al., 2013; Wagner, Slaughter, & Ghosh-Dastidar, 2017).

6.1. Limitations

Some factors, such as checking up on the non-club adherence of defaulted respondents, were
not included. The self-report questionnaire also affected the size of the study sample, as

illustrated in Figure 4.1. Of the 372 who consented to participate in this current study, only 262
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ultimately participated. Because of incomplete questionnaires, one-hundred-and-ten (110) had

to be excluded.

Another limitation, was not including a provision that, should any respondent experience
clinically depressive symptoms, while answering the questionnaire, they would be referred for
further investigation and treatment, immediately. Some respondents could not complete the
questionnaire, as they were too emotional and tearful. They requested to stop completing the
questionnaire, which they were allowed to do, as they had been advised by the researcher that
they could withdraw at any stage of the research process, without penalty. Counselling was
offered, although many were not keen to respond; not answering any questions or disclosing

what was bothering them.

6.2. Recommendations

The impact of mental health problems to HIVV-positive patients, especially depression and/or
anxiety, is often underestimated, and exacerbated in resource-constrained settings. This may
be due to the limited number of practitioners, who specialise in mental health care nursing
(advance nursing diploma/degree), or the poor awareness among HIV-positive patients to
disclose other well-being challenges, experienced while attending their schedule appointments
with nurses to receive their ART packages (lan et al., 2015; Charlsone, Baxter, Cheng,
Shidhaye, & Whiteford, 2016).

Therefore, it is recommended that the Department of Health in South Africa, create guidelines
to screen and treat for depression, everyone commencing ART at Primary Health Care settings,
followed by quarterly screening. In addition, the department must ensure a complement of
friendly staff members, as there is a challenge with under-staffing in the health clinical settings.
Ultimately, there is a strong need for the deployment of advanced psychiatric nurses in all the
clinics that dispense ART to patients. Please note, the combination of the current study
limitations and recommendations form the gap that need to be bridged by forthcoming studies

in the same field of interest.
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APPENDIX-1

UNIVERSITY OF THE WESTERN CAPE

Prrvate Bag X 17, Bellwille 7335, South Africa

!\-‘ ‘_».ur‘f =] Tel: +27 21-959 2749Fax: 27 21.959 1385
Rz E mail: 2134398@myuwc.ac za

e

INFORMATION SHEET

Project Title: Prevalence of depression among HIV positive clients receiving anti retro-
viral treatment (ART) at a Primary Health Care (PHC) Clinic in Khayelitsha, Cape Town

What is this study about?

This is a research project being conducted by Noluvo Rode (2134398) at the University of
the Western Cape. We are inviting you to participate in this research project because you
have valuable information to contribute to the study. The purpose of this research project
is to determine the presence of depression among clients who are receiving ART in this
Clinic.

What will | be asked to do if | agree to participate?

You will be asked to complete a questionnaire distributed by the researcher. The
questionnaire will be completed while you are waiting for your tumn to receive your
treatment and will take 20-30 minutes fo complete.

Would my participation in this study be kept confidential?

The researcher undertakes to protect your identity and the nature of your contnbution. To
ensure your anomymity, the questionnaire does not require you to enter any personal
details.

To ensure your confidentiality, all questionnaires will be kept confidential and locked in
cabinet, and only the researcher will only have access to.

If we write a report or article about this research project, your identity will be protected.

What are the risks of this research?

There may be some risks from participating in this research study. Risks associated with
participating in the study will be minimal and should any discomfort be experienced,
support and counselling will be available and provided to you. After data has been
analysed, you will be contacted by Clinic Nursing Staff for referral should you have
depressive symptoms, needing care.

What are the benefits of this research?

This research is not designed to help you personally, but the results may help the
researcher to learn more about the number of people who may be depressed when
receiving ART.
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We hope that, in the future, other people might benefit from this study through improved
understanding of depression and HIV infection.

Your participation in this research is completely voluntary. You may choose not to take
part at all. If you decide to participate in this research, you may stop participating at any
time. If you decide not to participate in this study or if you stop participating at any time,
you will not be penalized or lose any benefits to which you otherwise qualify. Participation
in the research is not a course requirement.

What if | have questions?

This research is being conducted by Mrs Noluvo Rode from the School of Nursing at the
University of the Western Cape. If you have any questions about the research study itself,
please contact Mrs Noluvo Rode at:

School of Nursing

University of the Western Cape

Private Bag X17

Bellville 7535

Tel.: 0786839806

Email- 2134398@myuwe.ac.za

Or the study supervisor:

Prof H Julie

School of Nursing

University of the Western Cape
Private Bag X17

Bellville 7535

Tel: 021 959 2749

Email: hulie@uwc.ac.za

Should you have any questions regarding this study and your rights as a research

participant or if you wish to report any problems you have expenencad related to the study,
please contact:

Prof J Chipps

Head of Department: School of Nursing
University of the Western Cape

Prvate Bag X17

Bellville 7535

Jchipps@uwc.acza

Prof A Rhoda

Acting Dean of the Faculty of Community and Health Sciences
University of the Western Cape

Private Bag X17

Bellville 7535

chs-deansoffice@uwc.ac.za
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APPENDIX 2: Consent form

This research has been approved by the University of the Western
{ Cape's Research Ethics Committee. (REFERENCE NUMBER: to be

inserted on receipt thereof from the applicable Research Ethics
| Committee)

“-g\ UNIVERSITY OF THE WESTERN CAPE
o

S _/’7‘
BESHicE prmafict

Prrvate Bag X 17, Bellwille 7535, South Africa
Tel- +27 21-959 2749 Fax: 27 21-959 1385
E-mail: 2134308 (@mvuwe. ac.za

CONSENT FORM

Title of Research Project: Prevalence of depression among HIV posifive clients
receiving anti retro-viral treatment (ART) at Primary Health Care (PHC) Clinic in

Khavelitsha, Cape Town.

The study has been described to me m language that I understand. My questions about the
study have been answered. [ understand what my participation will involve and I agree to
participate of my own choice and free will. I understand that my identity will not be
disclosed to anyone. I understand that I may withdraw from the study at any time without

giving a reason and without fear of negative consequences or loss of benefits.

Participant's NaMe......c.cueeeeeeuremaemnennerermnsannas

Participant's Signature..............ecueeeeeenresnanens
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APPENDIX 3: Consent to audio and transcription form

| UNIVERSITY OF THE WESTERN CAPE

*.\-.i;.r Private Bag X 17, Bellville 7333, South Africa
L] ch
Tel: +27 21-958 2749 Fax: 27 21-959 1385

E-mail: 2134398 mvuwc.ac.za

Consent to Audio recording and transcription

Title of Research Project: Prevalence of depression among HIV positive clients
recelving anfti refro-viral treatment (ART) at Prmary Health Care (PHC) Climc mn
Khavelitsha, Cape Town.

This study involves the audio recording of the interview with the researcher. Neither the
name of the participant or any other identifying information will be associated with the
audio recording or the transcript Only research team will be able to listen or view
recordings after all data have been collected.

The tapes will be transcribed by the researcher and after two to three years erased once the
transcriptions are checked for accuracy. Transcrpts of the inferview may be reproduced in
whole or in part for and can be used in presentation or written products that result from this
study. Finally, no any idenfifying information to the participant such as the voice or picture
will be used in presentations of in written products resulting from the study.

By signing this form. I am allowing the researcher to audio tape me as part of this research.
I also understand that this consent for recording is effective until three years and on or
before this fime, the tape will be destroyed.

Participant's Dame. .......ocovuveeriiiniis s
Participant's sSEENAMITE . .....ooooominiei e ieeieeeans

DIaAtE. e et e e n s
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APPENDIX 4: Questionnaire

UNIVERSITY OF THE WESTERN CAPE

Prvate Bag X 17, Bellville 7535, South Africa
Tel- +27 21-959 2679 Fax: 27 21-959 2271
E-mail: 2134398@myuwc.ac.za

Instrument

This guestionnaire is divided into tweo sections. Section 1 and section 2. Please
read each question attentively and answer as requested. If there is something
that you do not understand, please feel free to ask the researcher.

Before you start answering the questionnaire, please ensure that you have
read and signed the consent form to partake on the study.

Section 1:

. Participant Folder Number | |

=

2. Date | ‘

3. Gender ‘ Male ‘ Female |
4. Age in Years ‘ |
5 Race | Black | Calnured‘ Indian | White ‘ Other

6. Write down the highest standard you passed:

7. How many years have you know your HIV
positive status? | \

8. How many years have you been on ART | |
(Antiretroviral treatment)?

9. How many years have you been attending | |

ART club?
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1. Do you have a history of psychiatric illnesses?

2. Do you have a history of chronic physical

disease?

3. Did you print your name, sign and have copy of

your consent form?

4. Have you bereaved in past three months?

5. Do you have a history of thyroid disease?

Section 2:

Igama loMqguli (i folda namba)

Umhla

Inombolo yoMguli

ULUHLU

LOCINZELELO LUKA-BECK

Kulo xwebhu lwemibuzo kukho amagela eengxelo. Nceda funda igela lengxelo ngalinye
ngononophelo. Uze emva koko ukhethe ingxelo thenye kwigela ngalinye, echaza ngcono indlela
ubuvakalelwa ngayo KWIVEKI EPHELILEYQ, KUQUKA NANAMHLANIE. Rhanggela inombolo
esecaleni kwengxelo oyikhethileyo. Ukuba kukho ingxelo eziligela ekukhangeleka naathi
zifumaneka ngokulinganayo, rhanggela ingxelo nganye kuzo. Qinisekisa ukuba uzifundisisile
kakuhle zonke ingxelo kwigela ngalinye phambi kokuba ukhethe.

1. Andiziva ndilusizi.
Ndiziva ndilusizi.
Ndisolo ndilusizi amaxesha onke kwaye
andikwazi ukuzikhupha kule meko.
Ndilusizi kakhulu okanye ayindonwabisi into
yokuba oku andikwazi ukumelana nako.

2. Andikatyhafiswa yinto ngokumayela
nekamva.
Ndiziva ndityhafiswa zizinto ezithile
malunga nekamva.
Ndiziva ndingenanto endijonge ukuyenza
ebomini.
Ndiziva ndingenathemba malunga nekamva
lam kwaye akukho nto inokuguquka kulo
nto.

3. Andiziva ndingumntu ongenempumelelo.

1
2

3

0

1

2

3

1]
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Ndiziva ndingoyena mntu
ungaphumelelanga ngakumbi kunomniu
olingana nam.

Xa ndijonga ngasemva ebomini bam,

ndibona kuphela ukungabi nampumelelo.

Mdiziva ndingumsileli ngokupheleleyo.

. Ndiyalufumana ulwaneliseko oluninzi

kangangoko kwizinto ezininzi
njengesighelo.

Andizonwabeli izinto njengesighelo.
Andisafumani Iwaneliseko Iwaneleyo
nasentwenina.

Andonelisekanga kwaye ndidiniwe yinto
yonke.

. Andiziva ndinetyala.

Mdiziva ndinetyala ixesha elininzi.
Mdiziva ndinetyala inkoliso yexesha.

‘ Yes ‘ HNo

‘ Yes ‘ HNo

| Yes | Mo |
Yes No

=



Mdiziva ndinetyala ngalo lonke ixesha.

6. andiziva ndisohlwaywa.

7.

Ndiva ngathi ndingohlwaywa.
Bendikulindele ukohlwaywa.
Ndiziva ndohlwayiwe.

Andiziva ndikudanele ukuba ndim.
Ndiziva ndikudanele ukuba ndim.
Ndiyazicekisa.

Ndiyazicaphukela.

8. Andiziva ndibaxekile kunomnye umntu.

Ndivazigweba ngobuthathaka okanye
ngeempazamao zam.

Ndiyazisola ngalo lonke ixesha malunga
neziphene zam.

MNdiyazisola ngalo lonke ixesha malunga
nento embi eyenzekayo.

9. andinazicinga zokuzibulala kwaphela.

MNdike ndicinge ngokuzibulala, kodwa
ndingade ndikwenze oko.

Ndingathanda ukuzibulala.

Ndingazibulala ukuba ndinganalo ithuba.

10. &ndisakhali njengesighelo.

Ndikhala kakhulu ngoku kunasighelo.
Ndikhala lonke ixesha .

Ndandidla ngokwazi ukukhala, kodwa
ngoku andisakwazi nkqu nokuba ndiyafuna.

11. Andisacutshukiswa kangako ngoku

1

[

kunangaphambili.

Ndicaphuka msinya nalula
kunangaphambili.

INdiziva ndicatshukisiwe ngalo lonke ixesha
ngoku.

IAndisacatshukiswa ngokuphelelyo zizinto
ezazidla ngokundicaphikisa ngaphambili.

.Andikalahlekelwa ngumdla kwabanye

abantu.

Andinamdla kakhulu kwabanye abantu
kunangaphambili.

Mdalahlekelwa ngumdla omkhulu kwabanye
abantu.

[ e =]

[0 R =

[}

L N

2
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13.

Ndalahlekelwa nguwo wonke umdla
kwabanye abantu.

Ndisasenza isiggibo ngohlobo endandidla
ngokusenza ngalo.

Ndikubekela ecaleni ukwenza iziggibo
ngaphezu kokuba ndandidla ngokuzenza.
Ndifumana ubunzima obukhulu bokwenza
wiggibo kunangaphambili.

Andisakwazi ukwenza iziggibo
ngokupheleleyo.

14, Andiziva ndibaxekile kunesighelo,

15.

Ndiyakhathazeka yinto yokuba
ndikhangeleka ndimdala kwaye
ndingenamtsalane ebantwini.

Ndiva kukho iinguqu ezisisigxina
kwimbonakalo yam ezindenza ndingabi
namtsalane .

Ndiyakholelwa ukuba ndimbi.

Ndingasebenza nasentwenina
njengangaphambili.

Kufunska ndenze iinzame ezithe xhaxhe
ukuze ndigalise ngokwenza into,

Ukuze ndibe ndivagalisa ukwenza into
kufuneka ndizinyanzsle,

Andinako ukwenza nawuphina umsebenzi
konke-konke,

16, Andisakwazi ukulzla njengesighelo.

Andilali ngendlela yesighelo.

Ndifuka kwixesha elingaphambili ngeyure e-
1 ukuya kwezi-2 kunesighelo kwaye
kubanzima ukuphinda ndilale.

Ndifuka kwixesha elingaphambili ngeeyure
eriligela kunesighelo kwaye kubanzima
ukuphinda ndilale.

17. andidinwa kakhulu kunesighelo.

18,

Ndidinwa msinya nalula kunesighelo.
Ndidinwa phantse yinto yonke endiyenzayo.
Ndidinwe kakhulu ukuba ndenze nantonina,

Umdla wam ekutyeni awubaxekanga
kunesighelo.

Umdla wam ekutyeni awulunganga
njengesighelo.

W M=o



Umdla wam ekutyeni ubaxeke kakhulu
ngoku.
Andisenawo umdla wokutya kwaphela,

19, Ndiphulukene nebunzima bam mva nje,
ukuba bukhona.
Mdiphulukene nobunzima cbungaphaya
kweekilogram ezi-5.
Mdiphulukens nobunzima cbungaphaya
kweekilogram ezi-10.

Mdiphulukene nobunzima cbungaphaya
kweekilogram ezi-15.

Mdizama ukuphulukana nobunzima ngabom
ngokuthi nditye kancinci.
Ewe [ Hayi

20, Andisakhathazeki kakhulu ngoku ngempilo
yam kunesighelo.
Mgoku ndikhathazeka kakhulu ngeengxaki
zomzimba ezifana neentlungu okanye isisu
esingamanga kakuhle okanye
esigunjelweyo.
Mdikhathezeke kakhulu zingxaki zomzimba
kwaye kunzima ukuba ndicinge ngezinye.

Mdikhathazeke kakhulu ggitha zingxaki
zomzomba wam kangangokuba andikwazi
nokucinga ngenye into.

21, Andikaphawuli lutshintsho kumdla wam
omalunga nendibano yesondo.
Andinamdla kakhulu kwindibano yesondo
kunesighelo.

Mncinci kakhulu ngoku umdla wam
kwndibano vesondo.

Ndiphulukene nomdla kwindibano yesondo
ngokuphelelyo.

3
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BECK'S DEFEESSION INVENTORY

This depression inventory can be self-scored. The scoring scale is at the end of the
questionnaire. 1.

I do not feel sad.
I feel sad

I am sad all the fime and I can't snap out of it.
I am so sad and unhappy that I can't stand 1t

[FER R ]

I am not particularly discouraged about the future.

I feel discouraged about the future.

I feel I have nothing to look forward to.

I feel the future 15 hopeless and that things cannot improve.

I =]

I do not feel like a failure.

I feel I have failed more than the average person

As Tlook back on my life. all T can see is a lot of failures.
I feel I am a complete failure as a person.

I L™ ]

I get as much safisfaction out of things as [used to.
I don't enjoy things the wav Iused to.

I don't get real satisfaction out of anything anymore.
I am dissatisfied or bored with everything.

[P O =]

I don't feel particularly guilty

I feel guilty a good part of the time.
I feel quite guilty most of the time.
I feel guilty all of the time.

[P S I

I don't feel I am being punished.
I feel I may be pumshed.

I expect to be punished.

I feel I am being punished.

I =]

I don't feel disappointed in myself.
I am disappointed in niyself

I am disgusted with myself

I hate mryself

bl = S
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10.

11.

13.

14

[ =] [FER I

I =]

Lad b = S d b = S L b = S

b =

—

I don't feel I am any worse than anybody else.

I am critical of myself for my weaknesses or mistakes.
I blame myself all the time for my faults.

I blame myself for everything bad that happens.

I don't have any thoughts of killing myself.

I have thoughts of killing myself. but I would not carry them out.
I would like to kill myself.

I would kill myself if T had the chance.

I'don't ery any more than usnal.

I ery more now than I used fo.

I cry all the time now.

Tused to be able to cry, but now I can't cry even though I want to.

I am no more irritated by things than I ever was.

I am slightly more irritated now than usual.

I am quite annoyed or irritated a good deal of the time.
I feel irritated all the time.

I have not lost interest in other people.

I am less interested in other people than I used to be.
I have lost most of my interest in other people.

I have lost all of my interest in other people.

I make decisions about as well as I ever could.

I put off making decisions more than Tused to.

I have greater difficulty in making decisions more than Tused to.
I can't make decisions at all anymore.

I don't feel that I look any worse than [used to.

I am worried that I am looking old or vnattractive.

I feel there are permanent changes in my appearance that make me look
Unattractive

I believe that I look ugly.

I can work about as well as before.
It takes an extra effort to get started at doing something.
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16.

17

18.

19.

ad b = S L b = S d b = S L b

i e = S

_

Wb =S

I'have to push myself very hard to do anything.
I can't do any work at all.

I can sleep as well as usual.

I don't sleep as well as [ used to.

I 'wake up 1-2 hours earlier than usual and find it hard to get back to sleep.
I wake up several hours earlier than I used to and cannot get back to sleep.

Idon't get more tired than usual.

I get tired more easily than I used to.

I get tired from doing almost anything.
I am too tired to do anything.

My appetite is no worse than usual.

My appetite is not as good as if used to be.
My appetite is nmuch worse now.

I have no appetite at all anymore.

I haven't lost nmich weight, if any, lately.
I have lost more than five pounds.

I have lost more than ten pounds.

I have lost more than fifteen pounds.

I am no more worried about my health than vsual.

I am worried about physical problems like aches. pains. upset
stomach, or constipation.

I am very worried about physical problems and it's hard to think of
muich else.

I am so worried about my physical problems that I cannot think of
anything else.

I have not noticed any recent change in my interest in sex.
I am less interested in sex than I used to be.

I have almost no interest in sex.

I have lost interest in sex completely
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INTERPRETING THE BECK DEPRESSION INVENTORY

Now that vou have completed the questionnaire. add up the score for each of the
rwenty-one questions by counting the number to the right of each question you
marked. The highest possible total for the whole test would be sixty-three. This
would mean you circled number three on all twenty-one questions. Since the
lowest possible score for each question is zero, the lowest possible score for the
test would be zero. This would mean you circles zero on each question.

You can evaluate your depression according to the Table below .

Total Score

Levels of Depression

1-10 these ups and downs are considered normal
11-16 Mild mood disturbances
17-20 Borderline clinical depression
21-30 Moderate Depression
3140 Severe Depression
=40 Extremely Depression
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APPENDIX 5: Permission to conduct the study letter

UNIVERSITY OF THE WESTERN CAPE

SCHOOL OF NURSING

Private Bag X17 BELLVILLE 7535 South Africa
Telephone: 27 021 959-2271//2523 Fax: 27 021 959-
2679

Email: 2134398@myuwc.ac.za

Topic: Prevalence of depression among HIV posiive clients recerving anti retro-viral
treatment (ART) at a Pnmary Health Care (PHC) Clmic 1n Ehavelitsha, Cape
Town

Diate: 10 Movember 2017

Ms: Holuvo Fode

Position: Fesearch Murse/ District Manager

Address: 9 Megulube Street Luzuko 7785 (Home)
: University of the Western Cape
Private Bag X 15
Belhalle

Ee: Permuassion to conduct the study

SirMadam:

I am wmiting thas letter to request permission to conduct a research studv/audio recording at your health
facility. I am cuwrently studving Masters in Advance Psychiatry at TTniversity of the Western Cape. Topic
aims and objectves m my already uploaded research proposal for this applhication.

If approval 1= granfed to perform this research m vour facihty the interview should not take more

than three (3) days and should be done on chinie comvenmence.

Your approval to conduct thas study will be greatly appreciated.

Thanks

Yours Truly

R (e
-

Molove Rode. ...

88



APPENDIX 6: City Health Certificate

=" CITY OF CAPE TOWN CITY HEALTH

- ISIXEKO SASEKAPA

. STAD KAAPSTAD Dr Héléne Visser
Manager: Speciclised Heaith

T:021 400 3981 F:02] 421 4894 M: 0832988718
E: Helene VisserBcopetown.qov.zg

2017-12-08

Re: Research Request: Prevalence of depression on HIV Positive individuals who are on Anti
retro-viral treatment (ART) conducted at selected Primary Health Care (PHC) Clinic in
Khayelitsha, Cape Town 7921

Dear Ms Noluvo Rode
Your request has been approved as per site requested:

Eastern & Khayselitsha Luvuyo CDC
Contact Person Dr V de Azevedo (Area Manager)
TeliCell; (021) 360- 1258 /083 629 3344

Please note the following:

1. A copy of the final report must be sent to the City Health Head Office, P O Box 2815 Cape
Town 8001, within & months of its completion (which is currently scheduled for March 2018)
and feedback must also be given to the clinics involved,

2. Your project has been given an ID Number (7921). please use this in any future
correspondence with us.

Thank you for your co-operation and please contact me if you require any further information or
assistance.

Yours sincarely

i

DR G H VISSER
MANAGER: SPECIALISED HEALTH

ccC. Dr V de Azevedo
Dr K Jennings
Mr Johann Daniels

CIVIC CENTRE ITIKO LOLUMTY BURGERSENTRUM

HERTZOG BOULEVARD CAPE TOWN 8001 P O BOX 2815 CAPE TOWN 8000
www.capelown.gov.za

F
- - Al ralelnoe mem mrmas = saaflale Fao — o B -
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APPENDIX 7: Volunteer research assistant agreement

BNIVERSITY OF THE WESTERN

Powvate Bag X 17, Bellville 7533, South Afnea
Tel- +27 21-959 2749 Fax- 27 21-959 1385

\-L TF E-mail: 2134393 @myuwe.ac.za
,-';‘J
L SPICE pROS nns?":""

Volunteer Research Assistant Agreement

This Volunteer Agreement describes what we can each reasonably expect from
your voluntary research assistant role with “the University of the Western
Cape”. The University appreciates you volunteering with us and will do the best
it can to make your volunteer experience with us enjoyable and rewarding.

Part 1: Summary information

Research project title: Prevalence of depression on HIV Positive individuals who
are on Anti retro-viral treatment (ART) conducted at selected Primary Health
Care (PHC) Clinic in Khayelitsha, Cape Town.

Name of volunteer:

Name of supervisor:

Name of supervisor's line manager:

Start date for volunteer:

Expected end date of volunteer:

Anticipated time commitment per weelk:

Brief summary of nature and components of Volunteer Research Assistant role:
Part 2: The University

You can expect the University to provide:

2.1, Induction and training
* To provide an induction on the University, the above research project,
its staff and your volunteering role.
+ To provide any training that you will need to meet the responsibilities of
this volunteering role.

2.2, Supervision and support
+ To explain the standards that we expect and to encourage and support
you to achieve and maintain them.
* To treat you with respect and to do our best to help you develop your
volunteering role with us.

2.3. Professional development
* To provide as much responsibility and work diversity as possible.
+ To provide, as much as possible, access to opportunities that will
contribute to your learning and development as a researcher.
+ To provide time off to attend job interviews.
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* To provide you with a reference relating to this role, should you require
it.

2.4. Recognising your contribution
* To recognise your contribution to the research project by including your
name and contribution in the Acknowledgements section of publications
that result from the work that you have contributed to.

2.5. Health and safety
* To provide adequate training and feedback in support of our Safety,
Health and Wellbeing policy, a copy of which is available from your
supervisor or accessed via the University’s intranet.

2.6. Equal opportunities
* To ensure that all volunteers are dealt with in accordance guided by the
principles of research.

2.7. Problems
* To try to resolve fairly any problems, complaints and difficulties that you
may have while you volunteer with us, and in the event of an
unresolved problem, to offer an opportunity to discuss the issues with
the line manager or your supervisor.

Part 3: The Volunteer
The University expects you:

* To help the University provide research services, carrying out your role
as detailed in Part 1 above;

* To perform your volunteering role to the best of your ability;

* To act in a professional manner and to follow the University’s
procedures and standards, including Safety, Health and Wellbeing, and
Equality and Diversity policies, in relation to its staff, volunteers and
clients;

* To maintain the confidential information of the University, of any
organisation in which your volunteering activity takes place, of any
research participants and research data arising from your volunteering
activity with University of the Western Cape.

* To meet the time expectations and standards which have been mutually
agreed and to give reasonable notice so other arrangements can be
made when this is not possible;

* To provide referees, if requested, who may be contacted, and to agree
to a Disclosure and Barring Service check being carried out where
necessary.

* To act in accordance with the guidance and instructions provided by the
University through your supervisor, and to refrain from any action not
authorised or approved by the University.
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Part 4: Copyright and intellectual property rights

4.1. All records, documents, and papers (induding copies and summaries thereof
and whether in physical, electronic or other form) made or acquired by you in the
course of your volunteering shall be the property of the University. The Intellectual

Property Rights in all such records, documents and papers shall at all times belong
to the University.

This Agreement is binding in honour only; it is not intended to be a legally
binding contract between us and may be cancelled at any time at the discretion
of either party by giving notice in writing to the other party.

Neither of us intends nor expects any employment relationship to be created as
a result of this volunteering agreement, either now or at any time in the future.

1, the Supervisor, confirm that | understand and accept this Agreement:

R 1=

Printed NGIME: e esssressvessesssnssssssesssssassessre

L | = U

| T the Volunteer, confirm that | understand and accept this
Agreement:

Signed-. ... 44 A% AR AAN

Primted NOmME:... ..o e i e et

. . S AT N TR 0 -
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APPENDIX 8: Volunteer research assistant reimbursement agreement

UNIVERSITY OF THE WESTERN

CAPE
Povate Bag X 17, Bellville 7533, South Africa

N
SPICE panst g Tel- +27 21-959 2749Fax- 27 21-959 1385

E-mail: 21343598@myuwc.ac.za

Volunteer Research Assistant Re-Imbursement Agreement

The position of research assistant for mini-thesis from University of the
Westem Cape is voluntary. This means that, if you accept the role, you
perform all duties on a voluntary basis and you will not receive
remuneration or payment for your work, other than reasonable
reimbursement of expenses.

As a volunteer for data collection on mini-thesis performed for the
University of the Western Cape in Luvuyo Clinic, Makaza, you will be
reimbursed with Five Hundred Rand for any reasonable out —of-pocket

expenses that you incur when performing authorised tasks associated with
your role. This amount will be paid directly into your bank account by your
supervisor. Therefore, a one month bank statement will be required to
perform this task.

You will be provided with a one day training as a benefit which will fall on
volunteering role, which will include Fifty Rand for transport costs and will
be paid cash to research assistants and free food will be catered.

Where this occurs, it is on a gratuitous basis at the discretion of said
University and is not payment in lieu of salary.

AND
Signed:. .. thisday........................ this
year. ... at this
PIECE. . e

Print name and sumame
(SUPEIVISOT). .o



APPENDIX 9: Editorial Certificate

10 December2o019

Towhom it may concern

Dear Sir/Madam
RE: Editorial certificate

This letter serves to prove that the thesis listed below was language
edited for proper English, grammar, punctuation, spelling, as well as
overall layout and style by myself, publisher/proprietor of Aquarian
Publications, a native English speaking editor.

Thesis title
THE PREVALENCE OF DEPRESSION IN HIV POSITIVE
INDIVIDUALS WHO ARE ON ANTI RETRO-VIRAL TREATMENT
(ART) CONDUCTED AT A SELECTED PRIMARY HEALTH CARE
(PHC) CLINIC IN KHAYELITSHA, CAPE TOWN

Author
Noluvo Rode

The research content, or the author’s intentions, were not altered in
any way during the editing process, and the author has the authority to
accept, orreject my suggestionsand changes.

Should you have any questions or concerns about this edited
document, I can be contacted at the listed telephone and fax numbers

ore-mail addresses.

Yours trul

ondt
Publisher/Proprietor
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